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ABSTRACT

THE RELATION OF RELIGIOUS ORIENTATION, COPING BEHAVIORS, AND
ADJUSTMENT IN FAMILY CAREGIVERS OF HOSPICE PATIENTS
Name: Huhra, Rachel Leigh
University of Dayton, 2001
Advisor: Dr. C.E. Roecker Phelps
The relation of religious orientation, coping behaviors, and adjustment (i.e.
depression, anger, anxiety, and life satisfaction) was assessed in 34 family caregivers of
hospice patients in a veterans affairs hospice program. Intrinsic religious orientation was
positively correlated with positive religious coping behaviors and life satisfaction; and
negatively correlated with depression, anxiety, and inward hostility. Extrinsic religious
orientation was positively correlated with negative and positive religious coping
behaviors and an outward expression of anger. It was not correlated with higher levels of
life satisfaction, depression, or anxiety. Positive religious coping predicted depression
and inward hostility beyond non-religious coping. Study limitations and implications for
mental health care providers are discussed.
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CHAPTER 1
INTRODUCTION
Religion and spirituality are integral to the lives of many people. Roughly 95% of
adults in the United States believe in God and 88% regularly pray (Hoge, 1996). Ninety
percent of Americans consider themselves to be religious (Goldman, 1991), and for 72%
of these people, their religion is the most important influence in their lives (Bergin &
Jensen, 1990). Indeed, the ethical principles of the American Psychological Association
(1992) recognize religion as an important aspect of human diversity. They note that
special care needs to be taken concerning religious affiliation (Tix & Frazier, 1998).
Among coping behaviors for people ages 65 to 79, prayer is one of the most common
(Koenig et al., 1988). However, despite this large influence of religion noted in people’s
lives, there is little research examining the consequences of the use of religion during
stressful life events. This study assessed the various ways the religiosity of a family
caregiver of a hospice patient affected the coping behaviors used by the caregiver, and his
or her adjustment (i.e., satisfaction with life, depression, anger, and anxiety).
Stress and Coping
Selye (1946), an early pioneer in the field of stress, first introduced the concept of
general adaptation syndrome, later referred to as stress. Since that time, many
researchers have explored the antecedents, components, and consequences of stress.
Many definitions have been given to the word stress. Selye’s original definition of the
term is any nonspecific response of the body to any demand made upon it. The goal of
the response is to prepare the individual for either fight or flight. The fight or flight
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response, is the simplest means by which an individual can respond to a stressful
situation (Selye, 1946).
One of the main problems in defining stress is that the term is used to describe
both the response and the stimulus. The response to stress is noted in changes in muscle
tension, enlarged adrenal glands, and heightened blood pressure, respiration, and heart
rate. The stimulus of stress is the act of labeling a particular event as a stressor (Selye,
1946).
Many factors contribute to the experience of stress. To begin, stress is not only a
function of the situation, but the manner in which the individual appraises the stressful
event. Lazarus (1984) introduced the term cognitive appraisal to characterize the way in
which a person perceives the significance of a stressful encounter for his or her well
being. Cognitive appraisal serves to minimize or magnify the importance of a stressful
event by attaching some meaning to it. If a situation is perceived as benign or irrelevant
to a person, it is not stressful and does not elicit any coping responses. On the other
hand, if a person appraises a situation as challenging, harmful, or threatening, it becomes
a stressor and therefore calls upon the individual’s coping responses to be utilized.
Besides the individual’s cognitive appraisal of the event, the event’s desirability
or undesirability, whether or not the event is anticipated, and the person’s previous
experiences with similar events may determine how he or she responds to the situation. It
is important to note, however, that the manner in which the person responds to the event
rarely determines the outcome of the event. The outcome varies upon the interaction
between the nature of the problem and the quality and quantity of the person’s internal
and external mediators (Lazarus & Folkman, 1984).
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A certain level of stress is needed in order to stimulate individuals to perform.
Moderate levels of stress are necessary, but too much or too little stress can be harmful to
emotional and physical well-being (Lazarus & Folkman, 1984). However, highly
stressful events can have profoundly negative psychological effects. Some of these
effects can include confusion, anger, anxiety, feelings of helplessness, and depression
(Oversach, Calhoun, Cann, & Tedeschi, 1996). The impact of these negative effects
depends on how effectively the person copes with the situation.
Situational factors can determine how a person deals with a stressful event. The
amount of social support a person has and the density of their social network can
determine how effectively he or she will handle an event. The material resources an
individual has available to him or her also determines how he will handle a stressful
event. Material resources include such things as the person’s level of functional health
and cognitive status, aspirations, values, vulnerabilities, and religiosity (Lazarus &
Folkman, 1984).
Another factor that can determine how one responds to a stressful event is the
individual’s personality style. An active or passive personality is important when
handling stress. A person with a passive style does not feel as though he or she is
powerful enough to directly influence his or her own fate. An individual with an active
personality style tends to rely more on his or her own personal abilities when dealing
with an event rather than upon other people (Lazarus & Folkman, 1984).
The manner in which a person responds to stress is referred to as coping. It
includes cognitive, emotional, and behavioral responses used to face internally and
externally created stressors. A coping response is a specific manner of responding to an
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event. It is generally planned and after the event is over, an individual can usually tell
another what they did in the face of the stressor. However, a coping response may not
always be aimed at solving the problem at hand. Sometimes, a coping response is a
means of providing an individual with psychological escape, such as eating or drinking
excessively. These gestures do not solve the problem at hand, but may be successful in
alleviating the stressful feeling (Lazarus, 1984).
Coping with a stressful situation can be defined as action oriented and
intrapsychic (Koenig et al., 1988). It is a means of managing environmental and internal
demands and conflicts among them, which tax or exceed a person’s resources. In the
past, action oriented coping behaviors, such as information seeking and problem solving
strategies, have been considered the most effective type of coping strategy. Recently
however, it has been found that the effectiveness of a coping behavior is dependent on the
possibilities or lack thereof for action in a situation. In uncontrollable situations,
effective coping may be emotion-regulating behaviors, rather than problem solving
strategies (Koenig et al., 1988).
Coping reactions generally serve two functions: to solve a problem that has
produced stress for the individual and to reduce the emotional and physiological
discomfort that accompanies a stressful situation. Folkman and Lazarus (1980) have
defined these two functions as problem-focused and emotion-focused coping.
Sometimes, a person may only focus on solving the problem or only on dealing with the
emotional distress it creates. Either of these reactions tends to be incomplete. An
emotion-focused response does not solve the problem that is causing the stress. Other
times, the anxiety or other emotions caused by the stressor may need to be dealt with
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before the stressful situation can be dealt with directly. In most situations, however,
emotion-focused coping and problem-focused coping take place simultaneously. An
individual must deal with his or her emotions throughout the course of trying to solve the
problem. In order to alleviate stress completely, coping must fulfill both the emotion
regulating and problem-solving functions of the stressor (Folkman & Lazarus, 1980).
An important personality factor that may influence how successfully people
respond to stress is locus of control. Julian Rotter conducted a series of experiments
which led to his development of the term locus of control and a scale that measures this
dimension on two factors, internal and external locus of control (Rotter, 1966). Locus of
control is defined as the belief of an individual that events in his or her life result from
personal action or are determined by fate. Those with the former orientation are said to
have an internal locus of control. Those with the latter are said to have an external locus
of control (Rotter, 1966).
There are many differences between those with an internal or an external locus of
control. Research has shown that those with an internal locus of control, called internals,
are generally perceptive and eager to learn about their surroundings. They ask many
questions and process information more efficiently than do those with an external locus
of control, externals. Internals have greater mastery tendencies, better problem-solving
abilities, and are achievement oriented. An internal locus of control has been shown to
protect a person against submission to others. Internals are not easily swayed and will
make independent judgements rather than following others. They evenly distribute
responsibility for an event to themselves and other responsible parties. As a result, they
are sometimes likely to be punitive and less sympathetic than externals. Internals are

6
likely to know what conditions lead to good physical and emotional health and they are
likely to actively take positive steps towards improving both. When they do become ill,
they are likely to cope with the illness more effectively than externals. Internals are more
likely than externals to derive benefits from social support (Agarwal & Misra, 1986).
In comparison, externals are more likely to conform to the wishes and demands of
others. They often prefer not to have a choice in situations. On clinical measures
externals have been shown to be anxious or depressed. They are also likely to be
vulnerable to stress. When faced with a task, they may develop strategies of dealing with
it that are likely to set them up for failure. When they do fail at a given task, they will
often again use defensive strategies to explain their failures. Therefore, a lack of success
is often attributed to either bad luck or the extreme difficulty of a task (Agarwal & Misra,
1986).
Religious Coping
People strive towards different goals in their lives. These life goals can be
intimacy with others, emotional comfort, closeness to God, or personal growth
(Pargament et al., 1998). Stressful events can lead to impairments in reaching these
goals. Religion is then often used when these impediments to goal attainment are faced
(Wong-McDonald & Gorusch, 2000).
Religion serves many functions in people’s lives. When faced with suffering and
confusing experiences, religion offers a framework of understanding. Studies have shown
that when dealing with stressful experiences, religious beliefs, practices, and relationships
are common components of coping (Pargament, Zinnbauer, Scott, Butter, Zerowin, &
Stanik, 1998). Religion can offer one a social identity and solidarity and can help people
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by giving them the ability to make major life transformations. When pushed beyond
one’s normal limits, religion can offer a person a sense of control. Freud (1927) pointed
out that religion can offer comfort in an unpredictable world (as cited in Pargament,
Koenig, & Perez, 2000). Durkheim (1915) and others have noted the role of religion in
facilitating cohesiveness (as cited in Pargament et al., 2000).
A growing amount of research has been devoted to the relationship between
religion and coping. Religion can be a powerful source of coping because of its diverse
methods of coping for diverse situations (Tix & Frazier, 1998). Some of the five most
important functions of religion are to provide meaning, control, comfort, intimacy, and
life transformation (Pargament et al., 2000). Religious coping describes the way
individuals utilize their faith in the management of stress and life problems (WongMcDonald & Gorusch, 2000). Religious coping can be a form of positive coping for a
variety of stressful circumstances and can be defined as the use of cognitive or behavioral
techniques based upon one’s religiosity that are used during stressful life events (Tix &
Frazier, 1998). When an individual uses religion to cope with a stressful event, he or she
is using his or her religious beliefs as either a tool for handling an event or as a resource
for strength. Most people cite religion as a source of coping. In addition, religion and
spirituality have been found to be very important resources for individuals in counseling
(Pargament et al., 2000).
Religious beliefs can serve a useful function in allowing the individual to cope
with traumatic events. The most common forms of religious coping behaviors include:
faith or trust in God, strength derived from God, and private prayer. These forms of
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religious coping are relied upon more frequently than religious social or group activities
to find strength and comfort (Koenig et al., 1988).
Typically, traumatic or stressful events do not change one’s religious beliefs, but
rather the beliefs are used as a framework for dealing with the events. For some people,
religious beliefs can provide an explanation for the traumatic event or provide a sense of
meaning to an event (Oversach et al., 1996). For other people, religious beliefs
themselves can be comforting after experiencing the stressor.
Several studies have noted the positive effects of religious coping for dealing with
negative life events. When an individual’s religious devotion is great, meaning the
devotion occupies a central role in the person’s life, religious beliefs are involved across
situations in the person’s life (Oversach et al., 1996). The elderly in particular, are more
likely than younger people to use these types of coping strategies and are also more likely
to appraise stressful situations as unchangeable (Koenig et al., 1988). For the elderly,
health problems are situations that particularly evoke emotion regulating or religious
coping processes. Those who are faced with life threatening situations, the elderly, and
minorities, are the most likely than any other group to cite religion as a coping resource
(Pargament et al., 2000).
Despite the often positive effects of religion, there are times when religious
coping methods can be negative. Negative religious coping is associated with several
factors such as, discontent with the church and God and fear of God’s punishment.
People who speak negatively of religion, are often critical of the church or congregation,
however, they may also express negative feelings towards God. These people who
express this dissatisfaction are likely to experience poorer mental health and are likely to
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have poorer resolution to negative life events. The feelings of discontent are associated
with the belief that God or the church or congregation has let them down in their time of
need. Those who fear God’s punishment are often found to have higher levels of distress
and negative mood (Pargament & Brant, 1998).
Similar to the idea of locus of control, religious behavior can be caused by either
an intrinsic or extrinsic motivation. Intrinsic religious orientation is defined as the act of
incorporating the beliefs and values of a religion into one’s life. Extrinsic religious
orientation is defined as participating in religious activities as a means of gaining social
acceptance. Those who possess an intrinsic religious orientation use religion as a source
of support or help for a crisis situation. For this type, it may be said that religion is a
“crutch”; however, individuals with intrinsic religious orientation practice their religious
behaviors for their own fulfillment, not just for social acceptance. These individuals are
also likely to look to God and place a stressful situation in his hands. Those with an
extrinsic religious orientation, use the church or their religious membership for social
purposes. They may see this religious behavior as a means of gaining social acceptance.
When faced with a stressful situation, people with an extrinsic religious orientation are
often unable to cope with the event and may wonder why God has done this to them
(Allport, 1950; Brown, 1964).
The use of various religious coping skills based on one’s religious affiliation has
been generally associated with better adjustment over time. Religious affiliation can be
defined as the adoption of a set of beliefs, practices, and methods of coping. Research
has shown that those with different religious affiliations possess different ways of coping
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with negative life events as a result of the different beliefs and practices (Tix & Frazier,
1998). Thus, religious coping is thought to be moderated by religious affiliation.
Tix and Frazier (1998) found that adjustment is promoted by religious coping
more so in Protestants than in Catholics. When faced with uncontrollable life events,
research has shown that Catholics display more stress over negative life events than do
Protestants who are typically more intrinsically religious. Intrinsic religiosity can be seen
as an orientation toward faith because of the value of faith itself. Protestant faiths have a
strong emphasis on the faith dimension of religiosity rather than the guilt dimension.
More research is needed to determine whether Protestants and Catholics differ with
respect to coping strategies because of their religious affiliation or whether differences
could be accounted for by other demographic variables. People with an intrinsic religious
orientation are likely to have a better sense of well-being and lower anxiety. Intrinsic
religiosity is also found to be correlated with greater well-being (Wong-McDonald &
Gorusch, 2000).
Religion can be an integral component of every part of coping with a stressful
event. Religion can also be used to shape the coping process, and conversely, the coping
process can shape religion. Religious coping can be evaluated according to three
different types of criteria. The three types of criteria are content, pragmatic, and
process/integration (Pargament et al., 1998).
The content criteria assumes that certain beliefs, practices, or personality traits are
inherently more effective than others. An effective coping style is consistent across time
and situation. This approach to religious coping has its limitations, however. It is
generally better suited to identifying features of effective and ineffective religious coping
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only within specific religious traditions. Generally, it is not sensitive to situational
factors that affect the coping process. To identify warning signs of problematic religious
coping that are relevant across different faiths and situations, another approach should be
taken.
The pragmatic criteria approach takes the position of whatever coping method
works best in a given situation should be used. This approach is focused on the outcomes
of the event. Coping activities that have positive outcomes are considered useful and
effective. Conversely, activities that lead to negative outcomes are considered
maladaptive. This approach has limitations. It does not fully capture the process of
coping. There are times when an adaptive coping strategy leads to negative
consequences and also times when maladaptive coping strategies lead to positive
consequences. In either case, the outcome is not reflective of how well the individual has
coped. This is similar to a person’s evaluation of stress. It is not the event itself that is
stressful; it is the person’s interpretation of the event based upon past experiences. Also,
the coping strategies a person uses are based upon their past experiences and coping
mechanisms.
Evaluating coping in terms of the degree of integration of a person’s beliefs,
behaviors, and values is the basis for the process/integration criteria. This approach
views coping as specific to each stressor. Each new stressor calls for a different
approach. Coping efficacy can be viewed in terms of both means and ends.
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Hospice Care
The roots of the hospice program can be traced to the Middle Ages; however, it
was not until the mid-1960s that the modem idea of hospice began to take shape. At this
time, two physicians, Elisabeth Kubler-Ross and Dame Cicely Saunders converged to
bring attention to the emotional and physical needs of the dying. Kubler-Ross brought
death and dying to the attention of medical practitioners as a legitimate part of clinical
care. Cicely Saunders in 1967 opened St. Christopher’s Hospice in London. St.
Christopher’s was aimed at alleviating the pain and maintaining the comfort of the dying.
St. Christopher’s acted as a model of treating those with terminal illnesses and the basis
for hospice facilities in the United States (Gentile & Fello, 1990).
Hospice emphasizes palliative care, the treatment of symptoms rather than the
disease, and allows patients with a terminal prognosis (six months or less to live) the
highest quality of life possible (Mesler, 1994-95). Hospice care emphasizes the
terminally ill maintaining a degree of control over their remaining time. Hospice care
contrasts the dominant medical model of care.
Locus of control plays a large role in the hospice philosophy. In the traditional
medical model of care, the patient hands over control of his or her life to medical experts
in an effort to cure the disease. In contrast, the hospice interdisciplinary team encourages
the patient to take control of his or her life. Personal control over a situation is a form of
an internal locus of control. This means that life events are dependent upon one’s own
behavior.
The Role of the Hospice/Family Caregiver
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Caring for someone with a terminal or chronic illness is perhaps one of the most
difficult commitments a person can face. The role of the caregiver is one that is filled
with emotional stress and hard work. Despite this, it can also be a meaningful and
rewarding role. The commitment to become a caregiver means making significant
adjustments in one’s life and learning how to relate to the person with the illness in new
ways (Alzheimer’s Association, 1996).
The impact of caring for a chronically ill individual on the primary caregiver
emerged as a research theme in the 1960s. Initially, the research concentrated on the
effects of caring for psychiatric patients living at home. Since then, research has
broadened to include the study of family caregiving for the elderly, and particularly in the
1980s, family caregiving for those with irreversible dementia and terminal illnesses.
Informal caregiving has been defined by Pearlin et al. (1990) as the activities and
experiences involved in providing help and assistance to relatives or friends who are
unable to provide for themselves. Caring is the affective component of the commitment
to the welfare of another person. Caregiving is distinguished as the behavioral expression
of the commitment. Both of these are intrinsic to any close relationship (Mohide, 1993).
The person primarily responsible for care is the one most likely to experience the
adverse responses to caregiving. The term primary family caregiver refers to the family
member who most consistently provides day-to-day personal, health, and supportive care
for a relative. However, the primary caregiver may also be a friend of the ill person, not
necessarily his or her family member. In the case of providing for a person with a
terminal illness, the caregiver provides day-to-day care around the clock.
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Caregiving for a chronically ill relative is an increasingly common role assumed
by American families. Contrary to popular belief, Americans do not abandon their
chronically or terminally ill relatives. Recent studies of informal caregiving have shown
that 75-80% of care is provided by family members (Boise, Heagerty, & Eskenazi, 1996).
Caregivers are primarily women. Thirty-three percent of them are older than 60
years. The primary caregiver usually resides with the terminally ill person. Male
caregivers tend to be the spouse of the patient and are, on average, older than their female
counterparts. The person providing the care is typically the one individual who is closest
in kin to the terminally ill person. In some cases, the caregiving role is shared by more
than one primary caregiver (Mohide, 1993).
The majority of informal care providers for hospice patients are members of their
own family. Family caregivers are predominantly women, usually the spouse or adult
daughter of the patient. Care is provided principally by a single individual, the primary
caregiver, with a number of other individuals, termed secondary caregivers who provide
supplementary assistance. The burden or stress associated with caring for a family
member with a terminal illness is daunting (Mohide, 1993).
Today, American women spend a disproportionate time in the caregiving role.
On average, 17 years of the adult women’s life is spent as the mother of dependent
children, while 18 years is spent as the caregiver for elderly dependent parents. The
family caregiver can contribute significantly to the patient’s quality of life by helping to
control symptoms and in noticing problems early so as to prevent further medical
complications. In the United States, compared to Europe, most hospice care takes place
in the home. Patients and their families are encouraged to live at home during this
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difficult and stressful period. Home care is done for the emotional comfort of the patient,
but its effect on families can be very stressful. Because of this, many studies have found
that spouses and other caregivers of those with terminal illnesses have reported eating
disorders, sleep disturbances, anxiety, and depression due to the stresses of caregiving
during the terminal stage of care (Boise, et al., 1996).
Years of research have used various terms to describe the negative aspects of
providing ongoing supportive care to a dependent relative. These terms include burden,
stress, strain, and caregiver burden. Since the 1960s, researchers have attempted to
empirically define the multidimensional concept of caregiver burden, but little success
has been made. However, researchers have found that it is important to focus on the
relationships among the variables that affect the caregiver (Mohide, 1993).
In a number of studies, caregivers have rated their health as fair to poor (Mohide,
1993). This is not an unusual finding, considering that many of them are themselves
older and are probably experiencing some age-associated health problems. Financial
problems are also common to caregivers since they may need to withdraw from the
workforce to provide care, go into early retirement, or lose the patient’s income (Mohide,
1993).
The specific effects of the caregiving role vary. The significant changes that need
to be made to fulfill the caregiving role can cause many disruptions in the caregiver’s life.
Often as a result of the caregiving and lifestyle changes, a caregiver may suffer from
physical and emotional symptoms. Physical symptoms include things such as fatigue,
gastrointestinal difficulties, headaches, and difficulty sleeping. Emotional symptoms can
result in depression, tension, anger, guilt, grief, and feeling overwhelmed. The feelings
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of depression, anger, and grief are most commonly associated with the sense of loss for
the person. The feelings of tension and sense of being overwhelmed result from the new
responsibilities associated with caring for another person (Alzheimer’s Association,
1999). The role of caregiver can cause changes in one’s relationship with the diagnosed
person, family, and friends. The person is no longer known to the caregiver, role reversal
of the parent-child relationship is often associated with the caregiving role. Financial
changes brought on by the expense of caregiving and the loss of income from a job are
also common. Lastly, the caregiver often suffers from feelings of isolation and spends
little time on him or herself or herself. For many of today’s caregivers, they are
sandwiched between the role of parent to their adult children and caregiver to their
parents. These dual roles can be very stressful (Alzheimer’s Association, 1995).
Pearlin et al. (1990) have established a succinct framework for the stressor-stress
process experienced by many caregivers. The model has the following four dimensions:
the background and context of stress, the stressors, the mediators of stress, and the
caregiver outcomes or manifestations of stress.
The background or context of stress consists of characteristics of the caregiver
such as gender, age and socioeconomic status. Also important is the quality of the
premorbid relationship between the caregiver and terminally ill person. Research has
shown that caregivers who had a premorbid relationship that would be characterized as
close felt less burdened than did those whose relationship was not close (Pearlin, Mullen,
& Semple, 1990).
Religiosity can also be considered a characteristic of the caregiver or a part of the
context of the stress. Religious coping affects a caregiver’s psychological distress
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indirectly though the quality of the relationship between caregivers and care recipients.
Caregivers who have religious or spiritual beliefs often use them to help them handle the
caregiving experience (Chang, Noonan, & Tennstedt, 1998). These people also have a
better relationship with the care recipients.
Stressors in the model are characterized as primary or secondary. Primary
stressors result directly from the terminally ill person’s needs and the extent of care
required as a result of the patient’s needs, deficits, and behavioral complications. The
caregiver also plays an important role in providing psychosocial care. Typically, the
terminal illness causes the person to withdraw from the social world. Because of this, the
caregiver may be the only person who provides companionship. This role can become
particularly stressful once the terminally ill person is unable to reciprocate the
companionship as a result of the illness. Impairment in judgement and some forms of
dementia are common in the later stages of many terminal illnesses. Two subjective
indicators of primary stressors are also worth noting: role overload and relational
deprivation (Pearlin et al., 1990).
Secondary stressors consist of the other demands of caregiving. Caregivers
perform a variety of tasks, including personal care consisting of activities of daily living.
This care can usually be planned, but as the illness progresses, the person’s need for more
care typically increases. The common secondary stressors are typically role and
intrapsychic strains. Role strains occur with regard to responsibilities, roles, and
activities beyond typical caregiving. This is most often noted in adult daughter
caregivers who are responsible for their offspring and immediate family unit as well as
their terminally ill parent. Financial problems and the strain of work are also common
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secondary stressors. The most common intrapsychic strains experienced include the
caregivers’ concerns about their competence and mastery as caregivers. Often,
caregivers are also concerned about the effect of the role on other areas of their life
(Pearlin et al., 1990).
Mediating factors moderate the effects of the primary and secondary stressors.
These include the use of interventions, such as those targeted to provide respite care for
the caregiver. Assisting with problem solving, enhancing caregiver mastery or
competence, and providing social support also act to mediate stress on the caregiver.
Research on the outcomes or manifestations of stress in caregivers has primarily
focused on well-being and health status. Often noted, as an outcome measure is physical
health. However, these should be interpreted with caution since they are subjective rather
than objective measures. Well-being is often interpreted through caregiver stress. Stress
for a caregiver is multidimensional and difficult to assess. Because of this, research has
looked at specific discrete aspects of burden, such as depression or anxiety (Pearlin et al.,
1990).
Conclusion
Individuals can cope with stressful events in a variety of ways. Religion is often
cited as a means of coping with stress. Religion can provide a framework for
understanding stressful events. Religion can often provide one with a sense of control
when a situation is out of their direct control and is often cited as a powerful source of
coping because it offers diverse methods of coping for various situations. Both cognitive
and behavioral techniques can be used in religious coping such as trust in God, strength
derived form God and other members of the religion, and private prayer. When religious
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coping is used, it is either utilized as a tool for handling the event or as a source of
personal strength. Many people are likely to cite religion as a coping source when faced
with life threatening situations.
Having a family member or close friend diagnosed with a terminal illness and
becoming a hospice patient is without doubt a stressful life event. Becoming the primary
caregiver for this person is a role that adds more stress to the event. The ways in which
the caregiver copes with this life change can be studied through the person’s use of
religious coping behaviors. The purpose of this study was to assess the different ways in
which the religiosity of the primary caregiver for a hospice patient is related to the coping
behaviors used by the caregiver, life satisfaction, and any anxiety, depression, or anger
the caregiver experienced as a result.
The hypotheses that were tested in this study were:
1.

There will be a positive relation between intrinsic religious orientation and both
religious coping and life satisfaction. Further, there will be a negative correlation
between intrinsic religious orientation and depression, anger, and anxiety.

2. There will be a negative relation between extrinsic religious orientation, religious
coping behaviors and life satisfaction. Further, there will be a positive correlation
between extrinsic religious orientation and depression, anger, and anxiety.
3. Catholics will have a more extrinsic religious orientation than Protestants.
4. Protestants will have a more intrinsic religious orientation than Catholics.
5. Religious coping will predict overall adjustment above non-religious coping.
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6. Measures of self-deception and the amount of aid provided by the caregiver were
included in order to control for the possible relation with self-reported religious
orientation and psychological distress.

CHAPTER 2
Method
Participants
Thirty-four family members of patients in a hospice program served as the
participants for this study. This hospice program is an inpatient organization at a
Veterans Affairs hospital in a mid-size Ohio city. Through inpatient care, this hospice
program serves approximately 300 patients a year.
Thirty-one of the participants were female, three were male. Participants ranged
in age from twenty-one to seventy-eight years old. Their average age was 53.32 years.
The majority of the participants were Caucasian, Protestant, and married with no children
living at home. All participants provided some form of caregiving to the family member
in the hospice program. The average amount of time the participants spent in the
caregiving role before the patient’s admission into the hospice program was 84.59 days.
The majority of the subjects were the hospice patients’ wife (see Table 1).
All of the hospice patients were male. Their average age was 67.68 years. Like
the caregivers, the patients were typically Caucasian, Protestant, and married. The
average inpatient hospice stay was 9.03 days (see Table 1).
Materials
Nine scales were administered to each participant. Each participant was also
provided with a cover letter explaining the purpose of the study, informed consent, and a
questionnaire regarding his or her’s and the patients’ demographics (see Appendixes A,
B, and C). The measures used in this study focused on coping, adjustment, and two
control measures were also used. Religiosity was measured using the Religious

21

22
Table 1
Demographics of Caregivers and Patients (n = 34)

Variable

N(%)Mean

SD

Religious Preference-Caregivers
Protestants
Catholics
Agnostics
Atheists

15
13
4
2

(44.1)
(38.2)
(11.8)
(5.9)

Religious Preference-Patients
Protestants
Catholics
Agnostics
Atheists

15
9
6
4

(44.1)
(26.5)
(17.6)
(118)

Race-Caregivers and Patients
Caucasian
African-American
Hi spanic-American

26
6
2

(76.5)
(17.6)
(5-9)

Caregiver’s Relationship to Patient
Wife
Daughter
Son
Niece
Nephew
Sister
Granddaughter
Grandson

12
8
1
2
1
6
3
1

(35.4)
(23.6)
(2.9)
(5.9)
(2.9)
(17.6)
(8.8)
(2.9)

Patient’s Relationship to Caregiver
Husband
Father
Uncle
Brother
Grandfather

12
9
3
6
4

(35.4)
(26.4)
(8.8)
(17.6)
(11.8)
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Table 1 (continued)
Mean

SD

Caregiver Age

53.32

14.33

Patient Age

67.68

6.10

Number o f Days Spent as Caregiver

84.59

158.50

Number o f Days Spent as

9.03

8.71

Hospice Patient
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Orientation Scale (ROS). The coping measures used were the Brief RCOPE and the
Coping Inventory for Stressful Situations (CISS). The adjustment measures were the
Satisfaction with Life Scale (SLS), Center for Epidemiological Studies-Depressed Mood
Scale (CES-D), and the Spielberger Anger Expression Inventory and State-Trait Anxiety
Scales. The control measures were the Balanced Inventory for Desirable Responding
(BIDR), and the Inventory of Socially Supportive Behaviors (ISSB) (see Appendixes D,
E, F, G, H, I, J, K, AND L). The demographics questionnaire asked about age, race,
gender, and religious orientation. It also asked about the number of children the
caregiver had and how he or she had provided care for the individual in the hospice
program. Also, the person’s relationship to the patient was asked. Each of these items
were placed in an envelope and given to potential participants by the hospice coordinator.
Religious Measure
Religious Orientation Scale (ROS) Dean R. Hoge developed the Religious
Orientation Scale (ROS) in 1972. This measure was designed to assess the motivation
behind an individual’s religious behavior. The scale differentiates between intrinsic and
extrinsic religious orientation. The scale consists of 21 items rated on a Likert scale
ranging from 1 (strongly disagree) to 5 (strongly agree). Nine of the items on the scale
relate to intrinsic religious orientation and twelve relate to extrinsic motivations. The
scale was designed for use with individuals of Christian denominations, although the
items are applicable to a wide range of religious groups. The items on the test are derived
from the original thirty item Intrinsic Religious orientation Scale. The items on this
version were the best indicators of religious orientation on the original scale. Both scales
are free of items related to attitudes about religiosity (Hoge, 1972).
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Respondents receive scores for both subscales. Scores range from 9-45 for the
Intrinsic scale and 11-55 for the Extrinsic scale. Hoge found a reliability of .90 using the
Kuder-Richardson Formula. The item-to-item correlations range from .13 to .72.
Cronbach’s alpha using a sample of suburban church members was .84 (Bassett, 1999).
Validation of the scale was accomplished through several ways. In one method,
ministers identified parishioners as intrinsic or extrinsically motivated. Items that
correlated with the ministers’ ratings were used in the final scale. This final scale had a
validity correlation of .59 with the ministers’ original ratings. The ROS was also
correlated with intrinsic scales developed by Allport and Ross (1967) and Feagin (1964).
The resulting correlations ranged from .71 to .87. These high correlations may be
explained by the fact that some item overlap exists between the scales (Bassett, 1999).

Coping Measures
Brief RCOPE. The Brief RCOPE was derived from the RCOPE developed by
Pargament, Koenig, and Perez (2000). The RCOPE is a comprehensive, functionally
oriented measure of religious coping. The scale is functionally oriented because it looks
at the methods of religious coping that people actually use as a function of dealing with
stress. It consists of 21 subscales, each containing five items yielding a total of 105
items. Respondents indicate the extent to which they use particular religious methods of
coping with a negative event using a four-point Likert scale. The Likert scale ranges
from 0, “not at all”, to 3, “a great deal”. The items on the different subscales can be
classified as either positive or negative. The Brief RCOPE consists of seven positive
coping items and seven negative coping items. These positive items were derived from
seven different subscales from the RCOPE. These subscales are: spiritual connection
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(item 1), seeking spiritual support (item 2), religious forgiveness (item 3), collaborative
religious coping (item 4), benevolent religious appraisal (item 5), religious purification
(item 6), and religious focus (item 7). The seven negative items derive from five
different subscales on the RCOPE: spiritual discontent (items 8 and 11), punishing God
reappraisal (items 9 and 10), interpersonal religious discontent (item 12), demonic
reappraisal (item 13), and reappraisal of God’s power (item 14). A subject’s
endorsement of an item indicates the extent to which he or she uses that form of religious
coping (Pargament et al., 2000).
Subjects receive two scores, one for the positive items and one for the negative
items. Higher scores on one scale indicate that the person is more likely to endorse the
use of one form of religious coping over another. Thus the score can be used to
categorize subsets; however, scores are more commonly used as continuous in analyses.
A subject’s scores for each scale may range from 7 to 28. No items are reverse scored.
Pargament, Smith, Koenig, and Perez (1998) report moderate to high internal
consistencies for each scale. For the positive and negative scales, Cronbach’s alpha
coefficient estimates were .90 and .87; and .81 and .69 respectively using two samples,
college students and hospital patients over 55 years old. In both samples, the positive and
negative religious coping scales were significantly positively correlated with each other
in the college sample, r = . 17, g < .001. In the hospital sample, r = . 18, p < .001. Since
this correlation is low, yet significant, it indicates the distinctiveness of the two scales.
When correlated with the General Health Questionnaire, higher levels of religious
coping is associated with lower levels of psychosomatic symptomatology, moderately
ties to greater stress-related growth, and strongly tied to better religious outcomes.
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Higher use of negative religious coping was slightly related to higher current levels of
emotional distress, poorer physical health, higher levels of psychosomatic
symptomatology, and stress-related growth (Pargament et al., 2000).
Coping Inventory of Stressful Situations (CISS). The Coping Inventory for
Stressful Situations is a 48 item questionnaire that rates an individual’s coping on three
dimensions. However, only two dimensions were used in this study. The task oriented
and emotion oriented coping dimensions were used. Task oriented coping is the use of
time management and intellectual problem solving behaviors by the individual. Emotion
oriented coping is the use of emotions and no problem solving behaviors for solving the
problem.
The questionnaire items are statements of different reactions to stressful
situations. Respondents are asked to rate each statement with respect to the amount
which they engage in the activity when faced with a stressful situation. Ratings range
from 1 (not at all) to 5 (very much). The scores on each scale range from 16 to 80. To
obtain a respondent’s score, responses are simply added.
The internal consistency of the CISS has been shown to have alpha coefficients
ranging from .76 to .91. Over eight weeks, the test-retest reliability has been found to be
.74 for the Task scale and .66 for the Emotion scale. The Emotion scale of the CISS is
highly positively correlated with self-reported measures of depression and anxiety. The
Task scale has been found to be negatively correlated with measures of anxiety.
Adjustment Measures
Satisfaction with Life Scale (SLS). Diener, Emmons, Larsen, and Griffin
developed the Satisfaction with Life Scale (SLS) in 1985. It was developed to assess the
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respondent’s satisfaction with life as a whole. The SLS measures a person’s global
judgement of life satisfaction dependent upon the person’s comparison of life
circumstances to one’s standards (Pavot & Diener, 1993).
The original scale had 48 items that focused on life satisfaction and well-being.
Factor analysis indicated that these items formed three factors: life satisfaction, positive
affect, and negative affect. Ten items were loaded on the life satisfaction dimension. To
reduce the costs of the alpha reliability associated with redundancy among items, these
ten were further reduced to the present five items that compose the scale. The respondent
rates these items using a Likert scale ranging from 1 (strongly disagree) to 7 (strongly
agree) (Pavot & Diener, 1993).
To score, the respondent’s answers to each item are simply added. A score of 20
represents the neutral range on the scale, indicating the respondent is equally satisfied and
dissatisfied with life. Scores between 5 and 9 are indicative of the respondent being
extremely dissatisfied, 15 to 19 are slightly dissatisfied, 21 to 25 are slightly satisfied, 26
to 30 are satisfied, and 31 to 35 are extremely satisfied (Pavot & Diener, 1993).
The SLS has both good validity and reliability. Coefficient alpha has been found
to be .87 for the scale. A two-month test-retest stability correlation o f .82 has also been
found (Pavot & Diener, 1993).
Center for Epidemiologic Studies-Depressed Mood Scale (CES-D). Radloff
developed the Center for Epidemiologic Studies-Depressed Mood Scale in 1977. It is a
20-item scale used to measure depressive symptomatology in the general population. It
has an emphasis on the affective component of depression. Respondents indicate the
extent to which they have experienced depressive symptoms in the past week by using a
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Likert scale ranging from 1 to 4; one the symptoms rarely or never occurred to four the
symptoms were present most or all of the time. Items 4, 8, 12, and 16 are reverse scored.
The scores on these items and the other items are then summed. This scoring produces a
range of 10 to 60 with higher scores indicating greater depression.
The CES-D has very good internal consistency with alphas of roughly .85 for the
general population. The CES-D also has high concurrent validity, correlating
significantly with a number of other depression and mood scales.
Spielberger State-Trait Anxiety Inventory (STAT). The Spielberger State-Trait
Anxiety Inventory is a self-report measure designed to assess how closely the individual
feels certain self-descriptive statements relating to anxiety apply to them. This is a 20item self-report measure that assesses situational feelings of anxiety. Each item consists
of a self-descriptive statement rated on a 4-point Likert scale ranging from one (not at all)
to 4 (very much so). Scores can range from twenty to eighty with higher scores
indicating greater levels of anxiety. Respondent’s scores are obtained by adding the
responses.
With other instruments designed to measure anxiety, the STAI has shown good
convergent validity. Previous samples have also yielded good internal consistency of the
instrument with an alpha coefficient of .90.
Spielberger Anger Expression Inventory (SAE). The Spielberger Anger
Expression Inventory measures the tendency to deal with anger in one of two ways, by
outwardly expressing it or directing it inward. The scale consists of 15 items that are
statements of ways in which people feel and express their anger. Participants respond to
each statement using a 4-point Likert scale indicating whether the participant has felt or
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expressed their anger in one of the ways indicated over the past seven days. The Likert
scoring ranges from one (not at all) to 4 (very much so). The anger-in scale scores range
from 8 to 32 and the anger-out scale scores range from 6 to 24. Participants receive two
scores, one of anger-in and one of anger-out. Items 1-6 and 14 and 15 compose the
anger-in subscale. Items 8-13 compose the anger-out subscale.
Results of concurrent, convergent, and divergent validity studies report alpha
coefficients ranging from .73 to .84.
Control Measures
Balanced Inventory of Desirable Responding (BIDR). Paulhaus developed the
Balanced Inventory of Desirable Responding in 1984. It measures two constructs, selfdeceptive positivity and impression management. Self-deceptive positivity is the
tendency to give self-reports that are honest but positively biased. Impression
management is the deliberate self-presentation to an audience. Respondents receive
scores for each subscale. The forty items on the scale are stated as propositions to which
the respondents rate their agreement with each statement on a seven point Likert scale.
The following items are reverse scored: 2 ,4 ,6 , 8,10,12, 14,16,18, 20, 21,23, 25, 27,
29,31, 33, 35,37, and 39. After reverse scoring these items, one point is added for each
extreme response as indicated by a rating of 6 or 7 for an item by the respondent. Items
1-20 are the items on the self-deception subscale and items 21-40 compose the
impression management subscale. Scores for each scale can range from 0 to 20.
Internal consistency has been found to range from .68 to .80 using coefficient alpha for
the self deceptive dimension and .75 to .86 for the impression management dimension.
Test-retest correlations over a 5-week period were .69 and .65 for the two dimensions.
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The sum of all forty BIDR items shows concurrent validity as a measure of socially
desirable responding by correlating .71 with the Mariowe-Crowne Scale and .80 with the
Multidimensional Social Desirability Inventory.
Inventory of Socially Supportive Behaviors (ISSB). This scale assesses the
amount of social and physical support a caregiver provides to an individual. This
fourteen item scale was developed by Barrera, Sandler, and Ramsay in 1981. However,
Franks and Stephens modified it in 1996 for specific use with caregivers. This modified
scale was used in this study. Six items on the scale assess the emotional support provided
to the individual from the caregiver. The remainder of the items reflect tangible support
related to caregiving behaviors, such as doing the laundry or assisting the person in
taking medication. Items are rated on a five point Likert scale from “never” to “about
everyday”. The caregiver is asked to rate how often they have performed each behavior
within the past month. Cronbach’s alpha using a sample of caregivers was found to be
.95.
Design and Procedure
Data were collected through two sources. A hospital psychologist conducted a
support group for family members of a patient in this hospital’s hospice program. Each
week the psychologist explained the research to the group members and gave them the
questionnaires to fill out. Everyday two clinical care coordinators for this program
conducted intake interviews with the patient and their family who accompany him or her
to this meeting. The clinical care coordinators explained to them that research was being
done with family of hospice patients and gave them the questionnaire packet to complete.
All participants had two weeks to complete the questionnaires. They were asked to
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return the completed questionnaires to whoever gave it to them, the psychologist or
clinical care coordinators. Forty-five questionnaire packets were distributed. Thirty-four
completed questionnaires were received within the two-week time period, yielding a 75%
response rate. None o f the questionnaires returned had to be discarded due to incomplete
information.

CHAPTER 3
Results
The following analyses were conducted using a .05 significance level. Mean and
standard deviations of the participants’ test scores can also be found in Table 2.
Religious orientation, religious coping, and non-religious coping were the predictor
variables in this study. Depression, anger, anxiety, and life satisfaction were the outcome
variables. Caregiving behaviors and desirable responding were the control variables.
Preliminary Analyses. Preliminary analyses were computed to determine if demographic
or control variables were related to the adjustment measures. The ISSB, which looked at
caregiving behaviors performed for the hospice patient, was not correlated with any of
the other variables in this study. Desirable responding, as measured by the BIDR, was
also examined through the use of correlational analyses. The impression management
and the self-deception scales of the BIDR were not significantly correlated to any other
variables. Therefore, these variables were not included in subsequent analyses.
Intercorrelations Among Predictors. Using a Pearson r correlation, the predictor
variables were examined for any intercorrelations among them. Through these analyses,
positive religious coping was found to be significantly positively related to the other
predictor variables. As the subject’s positive religious coping behaviors increased, so did
the subject’s intrinsic and extrinsic religious orientations and life satisfaction, r = .71, p <
.01; r= .43, g < .05; and r = .31, g < .05, respectively. Negative religious coping was
found to be significantly positively related to an extrinsic religious orientation, r = .81, g
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Table 2
Caregivers’ Scores (n = 34)
Mean

SD

21.41
11.56

12.35
6.85

31.29
19.50

14.89
12.91

SLS

19.91

6.30

ISSB

36.18

13.57

CES-D

32.12

18.78

Task Oriented
Emotion Oriented

36.21
41.85

20.48
22.40

Hostility-In
Hostility-Out

21.85
10.94

10.58
4.82

44.76

20.99

6.12
7.12

3.02
3.49

RCOPE
Positive Religious Coping Scale
Negative Religious Coping Scale
ROS
Intrinsic Religious Orientation
Extrinsic Religious Orientation

CISS

STAI

STAE
BIDR
Self-Deception
Impression Management
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<.01. An intrinsic religious orientation was found to be significantly positively correlated
to an increased satisfaction with life, r = .40, g < .01.
Intercorrelations Among Adjustment Variables. Depression was positively correlated to
higher levels of inward hostility and anxiety, r = .85, p < .01; r = .89, g < .01,
respectively. This finding makes sense given that these adjustment variables were chosen
due to their influence upon each other. Outward hostility was found to be significantly
positively correlated to inward hostility, r = .32, g < .05. This intercorrelation is expected
since the two variables are part of the same measure.
Relation Between Demographic Variables and Adjustment Measures . Using ANOVA’s,
no differences were found on the adjustment measures and the subject’s religion, sex, or
race. Through correlational analyses, it was found that as the number of days the patient
was in the hospice program (stay in days) increased, the caregiver’s level of inward
hostility decreased, r = -.34, g < .05. Also, the number of days the caregiver spent in the
caregiving role prior to the patient’s admittance to the hospice program (caregiving days),
was found to be correlated with several of the adjustment variables. As the number of
caregiving days increased, his or her level of depression decreased, r = -.44, g < .05. The
caregivers’ levels of anxiety and display of inward hostility were also found to decrease
as the number of caregiving days increased, r = -.37, g < .05 and r = -.39, g < .05,
respectively (see Table 3).
Descriptive Statistics. For the RCOPE, participants were more likely to utilize positive
rather than negative religious coping behaviors, t (33) = 4.31, g < .05. The average scores
for the intrinsic and extrinsic religious orientation scales for the Hoge Religious
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Table 3

Correlations of Number of Days Spent as Caregiver and Depression, Anger, Anxiety
Participants (n = 34)
Number o f Days Spent as Caregiver
Depression

_ -I7!**

Hostility-In

-.38*

Anxiety

-.37*

* P < .0 5

* * p < .0 1
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Orientation Scale were 31.29 and 19.50, respectively. This sample was found to be more
likely to possess an intrinsic religious orientation than an extrinsic religious orientation, t
(33) = 3.69; p < .05. Respondents scored higher on the emotion oriented problem solving
strategies (M = 41.85) than on task oriented problem solving strategies (M = 36.21),
however, a T-test showed there was not a significant difference between these average
scores, t (33) = -.79; p > .05. The average score on the Satisfaction with Life Scale was
19.91. This score is indicative of a neutral feeling with respect to satisfaction with one’s
life. The average score for respondents on the CES-D was 32.12. This score is indicative
of low levels of depression. Using a paired-samples T-test, it was found that respondents
were more likely to express their anger inward (M = 21.85) rather than expressing it
outwardly (M = 10.94), t (33) = -6.41; p < .05. The average score on the STAI for the
respondents was found to be 44.76. This score is indicative of very low levels of anxiety.
Respondents’ average scores on the BEDR were 6.12 and 7.12 for the Self-Deception and
Impression Management scales, respectively. With respect to religious individuals,
previous research on this measure has provided average scores for religious individuals.
A large sample of religious adults were found to have an average score of 7.6 on the SelfDeception scale (Paulhaus, 1988). The score of the respondents in this study was within
the standard deviation of this score (SD = 3.1). Research on this group of religious adults
also found an average score of 7.3 on the Impression Management scale with a standard
deviation of 3.1. Again, the scores of the respondents in this study were within the
standard deviation of these findings.
Relation of Religious Orientation, Religious Coping, and Adjustment. Hypotheses one
and two were examined using a partial correlation. Since preliminary analyses revealed
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that stay in days and caregiving days were related to the adjustment measures, they were
statistically controlled for in these analyses.
Hypothesis one stated that as the caregiver’s intrinsic religious orientation
increases, his or her positive religious coping behaviors and satisfaction with life will
increase, and his or her depression, anxiety, and anger will decrease. Results of the
partial correlation analysis revealed that intrinsic religious orientation and positive
religious coping were significantly positively correlated, r = .71, g < .01.
Intrinsic religious orientation was also significantly positively correlated with life
satisfaction, r = .40, g < .01. Thus, persons with a greater intrinsic religious orientation
also reported greater use of positive religious coping behaviors and greater satisfaction
with life. Intrinsic religious orientation was significantly negatively correlated with
depression, r = -.50, g < .01; anxiety, r = -.30, g < .05; and inward hostility, r = -.51, g <
.01. Thus, persons with a greater intrinsic religious orientation also reported lower levels
of depression, anxiety, and inward hostility.
It was also hypothesized that as the caregiver’s extrinsic religious orientation
increases, his or her use negative religious coping behaviors, levels of anxiety,
depression, and anger will increase and his or her satisfaction with life will decrease.
Results of the partial correlational analysis revealed that an extrinsic religious
orientation was significantly positively correlated with negative religious coping
behaviors, r = .8 1 ,g < 0 1 , but also significantly positively correlated with positive
religious coping behaviors, r = .43, g < .05. However, the correlation between negative
religious coping and an extrinsic religious orientation was significantly higher than the
correlation between positive religious coping and an extrinsic religious orientation (Z = -
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3.99). Contrary to expectations, an extrinsic religious orientation was not significantly
correlated with depression, r = . 13, g > .05; anxiety, r = . 13, g > .05; or life satisfaction,
r = -.04, g > .05. It was, however, significantly positively correlated with an outward
expression of anger, r = .42, g < .05 (see Table 4).
Religious Denomination and Religious Orientation. Hypotheses number three and four
dealt with the categorical variables, religious denomination and religious orientation.
These hypotheses were examined using an ANOVA. Hypotheses three and four assumed
that Catholics would possess a more extrinsic religious orientation than Protestants and
Protestants would possess a more intrinsic religious orientation than Catholics. Results
of the ANOVA did not indicate a significant difference between Catholics and
Protestants with regard to religious orientation, F (1, 26) = . 17, g > .05 and F (1,26) =
.14, g>.05.
Coping as a Predictor of Adjustment. Hypothesis number five stated that religious
coping predicted adjustment beyond non-religious coping. To test this hypothesis,
hierarchical multiple regressions were performed separately on depression, outward and
inward hostility, and anxiety using task-oriented coping and positive religious coping as
the predictors. For the regression analyses, task-oriented coping was entered in the first
step, and positive religious coping in the second.
For depression, it was found that positive religious coping was a more significant
predictor of depression than task-oriented coping. Task-oriented coping explained 79%
of the variability of depression. However, when positive religious coping was added,
eighty-three percent of the variability of depression was explained, Rf = .827. The Rf
Change value when positive religious coping was added was .04, indicating that positive
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Table 4
Correlations of Religious Orientation, Religious Coping, Life Satisfaction, Depression, Anger, and Anxiety
Participants (n = 34)
1

2

3

4

5

6

7

8

1. Intrinsic Religious Orientation

...

2. Extrinsic Religious Orientation

.13

3. Positive Religious Coping

.71**

.43*

4. Negative Religious Coping

-.05

.81**

.16

...

5. Life Satisfaction

.40**

-.04

.31*

-.10

6. Depression

-.50**

.13

. 4i**

.22

7. Hostility-Out

-.23

.42*

-.20

.50** -.01

.27

...

8. Hostility-In

- 51**

-.09

-.51**

.10

-.64**

.85** .32*

...

9. Anxiety

-.30*

.13

-.30*

.22

-.72**

.89** .21

.82

*E <.05

**E<01

-.83**

...
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religious coping added four percent to the prediction of depression beyond that which
was predicted by task-oriented coping alone. This indicated that positive religious coping
was a greater predictor of depression than task-oriented coping alone.
For outward hostility, neither positive religious coping or task-oriented coping
were found to good predictors. Both were non-significant, p > .05 and found to account
for little of the variability in outward hostility.
Fifty-percent of the variability of inward hostility was accounted for by taskoriented coping, however, when positive religious coping was added, 63% of the
variability of inward hostility was predicted. The R2 Change value was .13 indicating
that positive religious coping added thirteen percent to the ability to predict inward
hostility than did task-oriented coping alone. This finding indicated that positive
religious coping was a greater predictor of inward hostility than task-oriented coping.
Both task-oriented coping and positive religious coping were found to be good
predictors of anxiety. Task-oriented coping accounted for 64% of the variability of
anxiety, however, when positive religious coping was added, 65% of the variability of
anxiety was explained. The R2 Change value was .01. Thus indicating that even though
positive religious coping accounted for more variability of anxiety than did task-oriented
coping, the change in the amount of variability predicted was non-significant.

CHAPTER 4
Discussion
This study assessed the manner in which religiosity, coping behaviors, and
psychological adjustment are related in family caregivers of terminally ill persons. In this
study, positive religious coping was generally related to less psychological distress and a
higher degree of life satisfaction in the caregiver. It was also found that one’s religious
orientation was related to the religious coping behaviors that person utilizes.
Specifically, an intrinsic religious orientation was related to a greater use of positive
religious coping behaviors. The higher the individual rated him or herself as intrinsically
religiously oriented, the more likely he or she was to use positive religious coping
behaviors. Those with an intrinsic religious orientation were also more likely to have a
greater degree of life satisfaction than those with an extrinsic religious orientation. Those
with an intrinsic religious orientation were also found to be less likely than individuals
with an extrinsic religious orientation to rate themselves as depressed, anxious, or
expressing anger inwardly.
An intrinsic religious orientation is associated with the use of religion as a source
of support during a stressful situation and religious behaviors being practiced for their
own personal benefits. Research has shown that an intrinsic religious orientation is
associated with a positive religious coping style (Allport, 1950; Brown, 1964). Some of
these benefits are evidenced by positive religious coping behaviors such as possessing a
spiritual connection with God and seeking spiritual support during times of stress. This
relation between positive religious coping and an intrinsic religious orientation was found
in this study. Research has also suggested that individuals with an intrinsic religious
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orientation have a higher degree of life satisfaction than those with an extrinsic religious
orientation (Allport, 1950; Brown, 1964). It has also been shown that an intrinsic
religious orientation is related to low levels of depression and anxiety (Allport, 1950;
Brown, 1964). All of these findings were supported in this study as well.
An extrinsic religious orientation is associated with the use of religious behavior
as a means for gaining social acceptance (Allport, 1950; Brown, 1964). In this sample,
an extrinsic religious orientation was related to negative religious coping behaviors.
Those with an extrinsic religious orientation were not found to have a lesser degree of life
satisfaction or higher levels of depression or anxiety as previous research has shown.
However, they were found to be more likely to express their anger outwardly.
Research has shown that an extrinsic religious orientation is related to a negative
coping style (Wong-McDonald & Gorusch, 2000). Often, those with an extrinsic
religious orientation have difficulty coping with a stressful life event. They may question
why God has done this to them and be unable to cope with the event. Previous research
has also shown that an extrinsic religious orientation is associated with dissatisfaction
with life (Wong-McDonald & Gorusch, 2000); however, in this sample, life satisfaction
and extrinsic religious orientation were not found to be related. The sample used in this
study was not typical of others with an extrinsic religious orientation in that they did not
have high levels of depression or anxiety. However, an extrinsic religious orientation
was found to be associated with an outward expression of anger.
Despite previous research citing that Protestants are more likely than Catholics to
have an intrinsic religious orientation (Wong-McDonald & Gorusch, 2000); no difference
between the groups was found in this study. The small sample size in this study and
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therefore relatively small size groups of Catholics and Protestants may be responsible for
this finding. The participants in this study are not representative of the population of
Protestants and Catholics.
Several methodological limitations temper the conclusions reached in this study.
Although significant, the small sample size (n = 34) limits the generalizability of these
findings. Also, non-religious individuals were underrepresented in this study. Because
of this, the findings of this study may only be generalizable to religious individuals
coping with stressful events. More specific denominations of the Christian faith may also
show different uses of religious coping than the two groups in this study, Catholics and
Protestants. It may also be important to consider individuals of non-Christian faiths and
examine how they cope with stress. As previously mentioned, the analyses on Catholics
and Protestants were performed with a relatively small number for each group. Thus
interpretation of the results should be made with caution.
Another limitation of this study was that not enough males were involved as
participants. Typically, women assume the caregiving role; however, more male
participants could change the results drastically. It is also known that there are
differences between males and females in regards to levels of depression, anger, and
anxiety.
The relationship of the caregiver to the patient may have also influenced the
results of this study. All the hospice patients in this study were male and the majority of
the caregivers were female. Perhaps a female patient and male caregiver would yield
different results. Typically female caregivers are more responsible for direct care (i.e.,
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bathing, feeding, administering medications) and male caregivers are more likely to be
responsible for the monetary aspects of caregiving.
The findings of this study show that positive and negative religious coping can be
related to adjustment. The pending death of a family member and the role of caregiver
for that person are highly stressful, yet this sample seemed to be handling the event
relatively well. The impact of religion may be related to their low levels of negative
psychosocial adjustment, but other factors may account for the low levels of
symptomatology found in this group. One such explanation is the Hospice organization.
Hospice works to not only help the individual with the terminal illness, but to also help
those caring for the person. The philosophy of Hospice could be an influencing factor on
the results found in this study. A Hospice sample was chosen due to the ability to have
an available group to sample. However, further research could perhaps focus on a
comparison between a Hospice group and a non-Hospice care group. This could be
important to look at since Hospice care has a religious component to it typically not
emphasized in hospital care.
Future research should focus on trying to obtain a more diverse sample. Perhaps
a comparison between two different forms of caregiver groups would also yield different
results. Assessing Hospice employees is also a direction future research could take since
the employees provide different forms of care than the family caregivers. Also, the
employees continuously go through routine preventive interventions to reduce the stress
of the job.
The results of this study show that for the caregivers sampled, religiosity played a
major role in their lives. Additionally, positive religious coping was found to have
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positive effects on the ways in which individuals handle a stressful event. This research
shows the importance of considering religion in research on coping with stressful life
events. It also encourages further investigation to specify the religious coping activities
responsible for the beneficial uses of religious coping found in this and other research.
Such research is necessary to determine whether specific types of religious coping
activities should be actively encouraged or discouraged in different types of stressful
situations in order to facilitate optimal adjustment.
The results of this study should also encourage practitioners to use an individual’s
religion in helping them cope with various stressful life events. It is important to note
how individuals differ in their use of religion in different stressful events. By inquiring
into an individual’s religious beliefs and ways of religious coping, professionals may be
able to help individuals more effectively use an important resource available to them in
coping with stressful life events. Psycho-educational interventions for hospice caregivers
and patients on the effects of positive and negative religious coping on stress may also be
helpful.
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APPENDIX A
The Relation of Religiosity, Coping Behaviors, Life Satisfaction, and
Symptomatology in Family Members of Hospice Patients
Dear Family Member^
I am a second year clinical psychology graduate student at the University of
Dayton. As a part of my course requirements for graduation, I must do a thesis. A thesis
is a research study in which I pick a topic I am interested in learning more about, review
the information that already exists on the topic, and conduct my own study.

I am interested in religion and how people handle stress. I am also interested in
Hospice and how it can benefit people. I am conducting research on how the religiosity
of a friend or family member of a patient in Hospice at the Dayton VAMC affects the
friend’s or family member’s levels of stress and coping behaviors. Most people who are
friends or family members of a person in Hospice have also provided the person with
some form of care. Religion, stress, and coping are areas that have an abundance of
research; however, there is little research, which looks at how these factors affect the
caregiving role. The information you provide on the questionnaires may help to
determine what needs family members have and how they can best be fulfilled.
Hospice at the Dayton VAMC is not conducting the research and will not know
who has decided to participate; however, they will see the final results once the thesis has
been written.
Included with this letter are an informed consent and the questionnaire packet.
Please take the time to read through the information in this packet.

Thank you,
Rachel L. Huhra
Graduate Student
University of Dayton
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APPENDIX B
THE RELATION OF RELIGIOSITY, COPING BEHAVIORS, LIFE
SATISFACTION,
AND SYMPTOMATOLOGY IN FAMILY MEMBERS OF HOSPICE PATIENTS

You are being asked to participate in this research study to learn more about
caregivers so that we can better help caregivers handle problems they may face. If you
decide to participate, you will be asked to complete nine questionnaires. Each
questionnaire asks you different things. One questionnaire asks you directly about what
things you did as a caregiver of someone in Hospice at the Dayton VAMC. The other
questionnaires ask you about religion, different ways you deal with stress, and any
feelings of sadness, anger, or nervousness you may have experienced while caring for the
person. There are no right or wrong answers to the questionnaires; they are just asking
how you feel. These questionnaires will take approximately one hour to answer. If you
decide to participate, please complete the questionnaires within two weeks and return
them to either the clinical care coordinator you received them from, the psychologist who
runs the support group where you received the questionnaires, or the student conducting
the research by going to room 9D-132 in mental health services on the ninth floor of the
Patient Tower and placing the completed questionnaires in a box in the office.
Your participation in this study will be completely confidential. This consent
form will be immediately stored separately from the questionnaires you complete. This
will prevent me from being able to know who you are. I will not be able to link your
name to your responses. Hospice at the Dayton VAMC will not know of your
participation in this study. Your name and address are only requested so that you may be
contacted if you win the prize drawing (see below).
Participation in this study is entirely your decision. No one will hold it against
you if you choose not to participate and this will not affect your relationship with
Hospice at the Dayton VAMC. If you do participate, you may withdraw at any time with
no adverse consequences. Two caregivers will be drawn from all those who completed
the questionnaires to receive either one of the two following prizes a gift certificate to a
downtown Dayton cafe or a massage at an Oakwood spa.
If you would like more information about this research study or the final results,
please call me, Rachel Huhra at 937-268-6511, ext. 4124 or my thesis advisor, Dr.
Carolyn Roecker Phelps at 937-229-2618. The Human Subjects Review Committee at
the University of Dayton and Hospice at the Dayton VAMC have approved this study. A
copy of the final paper will be provided to you upon request and a copy of the final paper
will be on reserve at Roesch Library at the University of Dayton.
Thank you for considering participation in this study. If you experience any
emotional distress or have any mental health concerns while completing these
questionnaires, please call Crisis Care at 937-224-4646.
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Sincerely,

Rachel L. Huhra
I agree to participate in this study. I have read the information provided and understand
my role as a participant.

Signature

Name (printed)
Address

Please return one of the signed consent forms with your questionnaires and keep the
other for yourself.
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APPENDIX C
Caregiver Information
Please answer these questions about yourself.
1. AGE __________years old
2. SEX:

3.

Male____

Female____

RACE (Please check)
____Caucasian (White, Non-Hispanic)
____African-American (Black)
____Hispanic
____American Indian
____Other (Please specify)____________________________

4. RELIGION (Please check)
____Catholic
____Protestant
____Jewish
____Other (Please Specify)____________________________________
5. MARITAL STATUS (Please check)
____Married
____Widowed
___ Divorced
____Single
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6. Do you currently have any children you still care for at home or who are
in college while your friend or family member has been in Hospice?
YES
7.

NO

If YES, how old are they and what is their sex?

Child #1 - AGE

Male

Female

Child #2 - AGE

Male

Female

Child #3 - AGE

Male

Female

Child #4 - AGE

Male

Female

Child # 5 -AGE

Male

Female

If you have more than five children you still care for at home or who are in
college, please use the back of this form to complete the information.

8. If you provided the person with care, how long has the person you
cared for been in the Hospice Program at the Dayton VAMC?
9. If you provided this person with care, how long have you been the
caregiver of this person? (Please indicate how long you had cared for
this person before they were enrolled in Hospice at die Dayton VAMC)

10. What is your relationship to the person now in Hospice?
I am the patient’s _______________________________________ .
(ex. son, daughter, husband, wife)

The patient is my____________________________________________ ,
(ex. mother, father, grandmother, wife)

52
Patient Information
Please answer these questions about your friend or family member in the
Hospice program at the Dayton VAMC.
11. A G E __________years old

12. SEX:

Male____

Female____

13. RACE (Please check)
____Caucasian (White, Non-Hispanic)
____African-American (Black)
____Hispanic
____American Indian
____Other (Please specify)____________________________

14. RELIGION (Please check)
____Catholic
____Protestant
____Jewish
____Other (Please Specify)________________________________

15. MARITAL STATUS (Please check)
____Married
____Widowed
____Divorced
____Single
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APPENDIX D
Brief RCOPE
The following items deal with ways you coped with the negative event in your life.
There are many ways to try to deal with problems. These items ask what you did to cope
with this negative event. Obviously different people deal with things in different ways,
but we are interested in how you tried to deal with it. Each item says something about a
particular way of coping. We want to know to what extent you did what the item say.
How much or how frequently. Don’t answer on the basis of what worked or not - just
whether or not you did it. Use these response choices. Try to rate each item separately in
your mind from the others. Make you answers as true FOR YOU as you can. Circle the
answer that best applies to you.

(+) 1. Looked for a stronger
connection with God.
(+) 2. Sought God’s love and care.
(+) 3. Sought help from God in
letting go of my anger.
(+) 4. Tried to put my plans into
action together with God.
(+) 5. Tried to see how God might be
trying to strengthen me in this situation.
(+) .6. Asked forgiveness for my sins.
(+) 7. Focused on religion to stop
worrying about my problems.
(-) 8. Wondered whether God had
abandoned me.
(-) 9. Felt punished by God for my
lack of devotion.
(-) 10. Wondered what I did for God
to punish me.
(-) 11. Questioned God's love for me.
(-) 12. Wondered whether my church
had abandoned me.
(-) 13. Decided the devil made this
happen.
(-) 14. Questioned the power of God.

2

Quite
A
Bit
3

A
Great
Deal
4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

Not
At
All
1

Somewhat
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APPENDIX E
Religious Orientation Scale (ROS)
Please indicate the extent to which you agree or disagree with each item below by using
the following rating scale:
1 = Strongly Disagree
2 = Disagree
3 = Neutral
4 = Agree
5 = Strongly Agree
1. Although I believe in my religion, I feel there are many more important things
in my life.
1
2
3
4
5
2. It is important for me to spend periods of time in private religious thought and
meditation.
1
2
3
4
5
3. It doesn’t matter so much what I believe so long as I lead a moral life.
1
2
3
4
5
4. The primary purpose of prayer is to gain relief and protection.
1
2
3
4
5
5. If not prevented by unavoidable circumstances, I attend church.
1
2
3
4
5
6. I try hard to carry my religion over into all my other dealings in life.
1
2
3
4
5
7. The church is most important as a place to formulate good social
relationships.
1
2
3
4
5
8. What religion offers me most is comfort when sorrows and misfortune strike.
1
2
3
4
5
9. I pray chiefly because I have been taught to pray.
1
2
3
4
5
10. The prayers I say when I am alone carry as much meaning and personal
emotion as those said by me during services.
1
2
3
4
5
11. Quite often I have been keenly aware of the Presence of God of the Divine
Being.
1
2
3
4
5
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12. I read literature about my faith (or church).
1
2
3
4
5
13. Although I am a religious person I refuse to let religious considerations
influence my everyday affairs.
1
2
3
4
5
14. A primary reason for my interest in religion is that my church is a congenial
social activity.
1
2
3
4
5
15. Occasionally I find it necessary to compromise my religious beliefs in order
to protect my social and economic well being.
1
2
3
4
5
16. One reason for my being a church member is that such membership helps to
establish a person in the community.
1
2
3
4
5
17. If I were to join a church group I would prefer to join a Bible study group
rather than a social fellowship.
1
2
3
4
5
18. My religious beliefs are really what lie behind my whole approach to life.
1
2
3
4
5
19. Religion is especially important because it answers many questions about
the meaning of life. 1
2
3
4
5
20. The purpose of prayer is to secure a happy and peaceful life.
1
2
3
4
5
21. Religion helps to keep my life balanced and steady in exactly the same way
as my citizenship, friendships, and other memberships do.
1
2
3
4
5
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APPENDIX F
Coping Inventory for Stressful Situations (CISS)
The following are ways people react to various difficult, stressful, or upsetting situations.
Please circle a number from 1 to 5 for each item. Indicate how much you engage in these
types of activities when you encounter a difficult, stressful, or upsetting situation.
Not
Very

At
All
1. Schedule my time better.
2. Focus on the problem and see how I can solve it.
3. Blame myself for procrastinating.
4. Do what I think is best.
5. Preoccupied with aches and pains
6. Blame myself for having gotten into this situation.
7. Outline my priorities.
8. Feel anxious about not being able to cope.
9. Become very tense.
10. Think about how I have solved similar problems.
11. Tell myself that it is really not happening to me.
12. Blame myself for being too emotional about the
situation.
13. Become very upset.
14. Determine a course of action and follow it.
15. Blame myself for not knowing what to do.
16. Work to understand the situation.
17. “Freeze” and don’t know what to do.
18. Take corrective action immediately.
19. Think about the event and learn from my mistakes.
20. Wish that I could change what had happened of
how I felt.
21. Worry about what I am going to do.
22. Tell myself that it will never happen again.
23. Focus on my general inadequacies.
24. Analyze the problem before reacting.
25. Get angry.
26. Adjust my priorities.
27. Get control of the situation.
28. Make an extra effort to get things done.
29. Come up with several different solutions to the
problem.

1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4

Much
5
5
5
5
5
5
5
5
5
5
5
5

1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5

1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
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30. Take it out on other people.
31. Use the situations to prove that I can do it.
32. Try to be organized so 1can be on top of the
situation.

1
1
1

2 3 4
2 3 4
2 3 4

5
5
5
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APPENDIX G
Satisfaction With Life Scale
Below are five statements with which you may agree or disagree. Using the 1-7
scale below, indicate your agreement with each item by placing the appropriate
number on the line preceding that item. Please be open and honest in your
responding. The 7-point scale is a s follows:
1 = Strongly Disagree
2 = Disagree
3 = Slightly Disagree
4 = Neither Agree nor Disagree
5 = Slightly Agree
6 = Agree
7 = Strongly Agree
_____1. In most ways my life is close to ideal.
_____2. The conditions of my life are excellent.
_____3. I am satisfied with my life.
_____4. So far I have gotten the important things I want in life.
_____5. If I could live my life over, I would change almost nothing.
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APPENDIX H
CES-D
Using the scale below, indicate the number which best describes how often you
felt or behaved this way during the past week.
1 = Rarely or none of the time (less than 1 day)
2 = Some or little of the time (1-2 days)
3 = Occasionally or a moderate amount of time (3-4 days)
4 = Most or all of the time (5-7 days)

____1.

I was bothered by things that usually don’t bother me.
____ 2.
I did not feel like eating; my appetite was poor.
____3.
I felt that I could not shake off the blues even with help from my family
or friends.
____ 4.
I felt that I was just as good as other people.
____5.
I had trouble keeping my mind on what I was doing.
____6.
I felt depressed.
____7.
I felt that everything I did was an effort.
____8.
I felt hopeful about the future.
____9.
I thought my life had been a failure.
____10. I felt fearful.
___ 11. My sleep was restless.
____12. I was happy.
___ 13. I talked less than usual.
___ 14. I felt lonely.
____15. People were unfriendly.
____16. I enjoyed life.
____17. I had crying spells.
___ 18. I felt sad.
___ 19. I felt that people disliked me.
20. I could not get “going”.
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APPENDIX I
SAE
For each of the following statements circle the choice that best indicates the
intensity of your feelings in the past 7 days.

1 = Not at all
2 - Somewhat
3 = Moderately so
4 = Very much so

1. I have been mad.

1

2

3

4

2. I have felt angry.

1

2

3

4

3. I have been burned up.

1

2

3

4

4. I have felt irritated.

1

2

3

4

5. I have felt frustrated.

1

2

3

4

6. I have felt aggravated.

1

2

3

4

7. I have felt like I’m about to explode.

1

2

3

4

8. I have felt like banging on the table.

1

2

3

4

9. I have felt like yelling at somebody.

1

2

3

4

10. I have felt like swearing.

1

2

3

4

11. I have been furious.

1

2

3

4

12. I have felt like hitting someone.

1

2

3

4

13. I have felt like breaking things.

1

2

3

4

14. I have been annoyed.

1

2

3

4

15. I have been resentful.

1

2

3

4
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APPENDIX J
STAI
A number of statements which people have used to describe themselves are
given below. Read each statement and then circle the appropriate answer to
indicate how you generally feel. There are no right or wrong answers. Do not
spend too much time on any one statement but give the answer, which seems to
describe how you generally feel:
AN - Almost Never
S = Sometimes
O = Often
AA = Almost Always
1. I feel pleasant.
AN

S

0

AN

S

0

AA

AN

S

0

AA

AA

2. I tire quickly.

3. I feel like crying.
4. I wish I could be as happy as others seem to be.
AN
S
0
AA
5. I am losing out on things because I can’t make up my mind soon enough.
AN
S
0
AA
6. I feel rested.
AN

S

0

AA

7. I am “calm, cool, and collected”.
AN
S
0

AA

8. I feel that difficulties are piling up so that I cannot overcome them.
AN
S
O
AA
9. I worry too much over something that really doesn't matter.
AN
S
O
AA
10. lam happy.
AN

S

O

AA
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11. lam inclined to take things hard.
AN
S
0

AA

12. I lack self-confidence.
AN
S

0

AA

O

AA

13. I feel secure.
AN

S

14. I try to avoid facing a crisis or difficulty.
AA
AN
S
0
15. I feel blue.
AN

S

0

AA

AN

S

0

AA

16. I am content.

17. Some unimportant thought runs through my mind and bothers me.
AN
S
0
AA
18. I take disappointments so keenly that I can’t put them out of my mind.
AN
S
0
AA
19. I am a steady person.
AN
S

0

AA

20. I get in a state of tension and turmoil as I think over my recent concerns and
interests.
AN
S
O
AA
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APPENDIX K
BIDR
Using the scale below as a guide, write a number beside each statement to
indicate how much you agree with it.
1 ----------2 ----------3 -----------4 ---------- 5 -----------6 ---------- 7
NOT TRUE
SOMEWHAT
VERY TRUE
TRUE
____1.
___ 2.
___ 3.
____4.
___ 5.
____6.
___ 7.
___ 8.
___ 9.
___ 10.
____11.
____12.
____13.
___ 14.
____15.
____16.
___ 17.
___ 18.
____19.
____20.
____21.
____22.
____23.
____24.
____25.
____26.
___ 27.
____28.
___ 29.
___ 30.
____31.
32.

My first impressions of people usually turn out to be right.
It would be hard for me to break any of my bad habits.
I don’t care to know what other people really think of me.
I have not always been honest with myself.
I always know why I like things.
When my emotions are aroused, it biases my thinking.
Once I’ve made up my mind, other people can seldom change my
opinion.
I am not a safe driver when I exceed the speed limit.
I am fully in control of my own fate.
It’s hard for me to shut off a disturbing thought.
I never regret my decisions.
I sometimes lose out on things because I can’t make up my mind soon
enough.
The reason I vote is because my vote can make a difference.
My parents were not always fair when they punished me.
I am a completely rational person.
I rarely appreciate criticism.
I am very confident of my judgements.
I have sometimes doubted my ability as a lover.
It’s all right with me if some people happen to dislike me.
I don’t always know the reasons why I do the things I do.
I sometimes tell lies if I have to.
I never cover up my mistakes.
There have been occasions when I have taken advantage of someone.
I never swear.
I sometimes try to get even rather than forgive and forget.
I always obey laws, even if I’m unlikely to get caught.
I have said something bad about a friend behind his or her back.
When I hear people talking privately, I avoid listening.
I have received too much change form a salesperson without telling
him or her.
I always declare everything at customs.
When I was young I sometimes stole things.
I have never dropped litter on the street.
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33.
34.
35.
36.
37.

I sometimes drive faster than the speed limit.
I never read sexy books or magazines.
I have done things that I don’t tell other people about.
I never take things that don’t belong to me.
I have taken sick-leave from work or school even though I wasn’t really
sick.
38. I have never damaged library book or store merchandise without
reporting it.
39. I have some pretty awful habits.
40. I don’t gossip about other people’s business.
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APPENDIX L
ISSB
Please indicate how often you have done each of the following before the person
entered Hospice at the Dayton VAMC, by circling the number that best reflects
your answer.
1 = NEVER
2 = ONCE OR TWICE A MONTH
3 = ABOUT ONCE A WEEK
4 = SEVERAL TIMES A WEEK
5 = ABOUT EVERYDAY
1. Did the chores around the house.
1

2

3

4

5

3

4

5

4

5

2. Did the laundry.
1

2

3. Prepared meals.
1

2

3

4. Managed legal or financial affairs for the person you are caring for.
1

2

3

4

5

5. Helped the person you are caring for with transportation to doctor’s visits or
shopping.
1

2

3

4

5

6. Supervised the person you are caring for in order to keep him/her safe.
1

2

3

4

5

7. Assisted the person you are caring for with personal care needs (for example
grooming, bathing, toileting).
1

2

3

4

5
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8. Helped the person you are caring for dress or undress.
1

2

3

4

5

9. Helped the person you are caring for with feeding or eating.
1

2

3

4

5

10. Helped the person you are caring for complete simple tasks.
1

2

3

4

5

11. Helped the person you care caring for to getin or out of bed, or to get around
the house.
1

2

3

4

5

12. Helped the person you are caring for take medications.
1

2

3

4

5

13. Helped the person you are caring for use the telephone.
1

2

3

4

5

14. Arranged services for the person you are caring for.
1

2

3

4

5
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